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An unannounced annual survey was conducted
at this facility from September 12, 2017 through
September 20, 2017, The deficiencies contalned
in this report are based on cbservation,
interviews, review of residents’ clinical records
and review of ather faciilty dacumentalian &as
indicated. The facility consus the first day of the
survey was 163. The stage two survey sampie
was 30,

Abbreviations/Definltions wsed in this report are
as follows:

NHA - Nursing Home Administrator;

DON ~ Ditector af Nursing: R
RN - Reglstered Nurse;

LPN - Licensed Practical Nurse;

UM - LInit Manager,

#D - hMedical Dodlor,

RMAC - Registered Nurse Assessment
Coordinaten;

CNA - Certified Nurse's Aide;
NP-Nurse Practitioner;

RDO-Regional Thirector of Operations;
WON-Wound Care Nurse,

AIMS (Abnormal Involuntary Movement Scale) - :
test to measure body movements the resident
cannot comtrol, which can be a slde effect of
antipsychatic medications;

Air maettress-pressure refieving mattress;
Antipsychotic - drug fo treat psychosis and other
mentalfemotional conditions (1.e., Zyprexa);
Anxiety - fesllng worrled, nervols or restiess;
Aspirate - withdraw fiuid;

Alvan - drug to treat anxisty,

Auscidatory - listening;

Cognitively Intact - able to maks own decistons;
Contracture - joint with fixed resistance to
passive stretch uf & muscle and cannhot
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straighten,

Cenfimeter (cm) - 8 metric measuremernt of
length; 1 cenfimeter = 0,39 inches;

Delusion - false bollef that is thotght to be tue;
Dementia - severe state of cognifive impalrment
characterized by memory loss, poor judgemert,
dgizorientation and personality changes,
Depakote - medication to improve mood,
Depression - maod disarder with feelings of
aadness;

eMAR - Electranic Medication Administration
Record (in the camputer);

EPS {Extrapyramidal Symptoms) - involuntary
movetnents from peychoative drugs;

eTAR - Electronic Trealment Administration
Recnrd (in the computer);

Friction - rubliing that causes injury to the skin;
(3astric - stomach;

Gastroatomy Tube (GT) - a tube inserted
through the abdomen inta the stomach;

GDR {Gradual Dose Reduction) - stowly
reducing amount of medication;

ie. - thatis;

Granulation - new tissue with blood vessels
formed during wound healing:

Hallucinations - something that sesms real Hut
does naf really exist;

Heel Protectors - presstire reducing device for
feet

L ow-gir-loss mattress - cireulating air within
mattress ta reduce pressure on skin/muscle;
MDS (Mirnimum Data Set) - standardized
assessment used In nursing homes;

mb (milifliter) -unit of liquid volume, & mi equals
1 ferspoot,

mg (milligram} ~Lnit of weight, 1 mg squals
{.0035 cunce;

MTP (Metatarsophalangeal) - tos joints at the
ball of the foot: fst i at the large toe and 5t is
at the lithle ide;

OT - Occupationat therapy:
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Parsnoid - mental finess that causes you fo
falsely believe people are frying to hurt you;
PASRR (Pre-Admission Screening and Resident
Revlew) - federalty mandated screening to
identify those with mental [iniess or Infellectusl
disability to determine if specialized services aré
needed In the nursing hems;

Pre - before,

Pressure Injury Severlty Rating:

- Stage 1 Pressure Injury: Intact red skin often
over a boney area that does nof furn white / light
(tives not blanche) when pressed; which may
appear differently in darkly plgmented skin.

~ Stage 2 Pressure Injury: Blister or shallow
open sare with red/pink color, Deepar
tissues/fat, granulation tissue, slotigh and
eschar are nof present.

« Stage 3 Pressure Injury: Open sore that goes
nto the tlssue under betow the skin, How deep
it is depends on the ameunt of issue under the
skin. Fat, granulation tissue and refled edges
are often present. Litlle slough andfor eschar
may be visible but does not hide the exient of
tissue loss.

- Stage 4 Pressure Injury, Open sore so deep
fhat rouscle, tendons, figaments, cartilage or
hone can be seen. Rolled edges, underHiing,
tunneling often oocur, Slough or eschar may be
visibla,

- Unstageable: Actual depth of the ulcer cannot
be determined due to the presence of slough
(yellow, fan, gray, green or brown soft dead
tissue) and/or eschar (hard dead fissue that is
tan, brown or black. Eschar is worse than
slough. Once sloughfeschar removed, a Stage 3
o 4 Injury wilf be revealed, Stable sschar (l.e.
dry, adherent, intact without redness or
movement) on the heel or fimb with Impaired
binod flow should not be softened or removed.

- Deep Tlseue Presaure Injury (DT1):  Intact or
non-intact deep red, maroon, purple
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discoloragion that does not turn whiteflight when
pressed or skin separation revealing a dark
wound bed or blood filled biister, Pain and
termnperature change often appear before skin
cotor changss. Discoloration may appear
differently in darkly plamented skif. This injury
results from intense andfor prolonged pressure
and shear forces at the bone-muscle interface.
The wound may evolve rapidly fo reveal fhe
actual extent of issue infury, or may resolve
without tissue loss.

PRN - As needed;

Post - after;

pH-used to specify the acldity of & sofition;
PPD- gkin test for tubemulosis(iung infection]
Psychlatric~ [Peych] - treatmeant of mantal
disorders;

Psychosls/psychatic - loss of contact with reallty;
Psychoactive - medications that treat
mentallemotional conditions;

Psychotsople - drug to trest psychosis and/or
other mentaifemotional conkditions:

PT - physlcal therapy,

Risperdal - antipsychotic drug. :
ROM {Range of Mation) - extent to which a Joint
can be moved safely,

Shearing - reduced blood flow {o the issue
under the skin;

Sitver Alginate - highly absorbent dressing that
reduces bacteriafgerms;

Slough - ysllow, tan, gray, green or brown dead
tiasLe;

Supine - lylng on back;

Suction - removal of flulds from the trach;
Tardive dyskinesia - side effect of psychoactive
drugs causing stiff Jerky movements;
Ye-peroent;

MOM-milk of maghesia;

Dulcoix-laxafive;

Enteral-invalving or passing through the
intestines;
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Fieets enema-used for constipation; .
Trach - tracheastomy-an opening made in the
throset to assist breathing.
F164 483.10(h){1)(3)(i); 4B3.70(1)(2) PERSONAL F1e4 | A. E9 was educated regarding 11187
gg=D | PRIVACY/CONFIDENTIALITY OF RECORDS privacy and confldentiality/proper

483,10

{h){Iy Personat privacy ncludes
aceammodations, madical freatment, wrllten and
telephone communications, personal care, vigits,
and meetings of family and resident groups, but
this does not require the facility to provide &
private room for each resident.

(h)}3)The resident has a right to securs and
confidential personal and melical records.

(i} The resldent has the right to refuse the
release of personal and medical records except
as pravided at

483,70{1)(2) or othet applicable federal or state
laws,

483.70

(i} Medical records.

{2) The facllity must keep confidential alf
information contained in the residentirecords,
segardless of the forny or sforage method of the
records, except when reloase is-

(i) To the Individual, or thelr resident
representative where permitted by applicable
taw; .

(M) Required by Law,

(i) For treatment, payment, or health care
operations, as permitted by and i compliance
with 45 CFR 164.506; ‘

entering residentd rootm.

antering resident®room.

pracedure before enteting RS's raam.

B. E9 will be obsearved by Staff Dev.
/Designee regarding privacy and
confldentiality/proper procedure before

C. All staff will be in-serviced by Staff
Dev/Deslanes reganding privacy and
confidentiality/proper procedure before

D. ity auciit on all shifts by
UM/Designee fo ensure staff are
respecting residentsiprivacy until a 100

% compllance X 7 days is achieved,
followed by a weekly audit x 4, then
monthly through the next quarter. Reports
wiil be submitted to QA monthly,

i
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{Iv) For public health activitles, reporting of
abuse, neglect, or domestic violence, heaith
oversight activities, Judicial and administrative
proceedings, [aw enforcement purposes, organ
donallon purposes, research purposes, or 1o
coroners, medlcal examiners, funerat directors,
and to avert a serious threat to health or safety
as permitted by and in compliance with 45 CFR
164,512,

This REQUIREMENT ts not mef as evidehced
by:

Basad on observaiion and staff interview if was
determined that the facllity fefled ta ensure
privacy for one (RS] out of 36 sampled
residents, Findings include:

During & dressing change on 9/189/17 at 10:08
AM ES {CT) entered R5's room without receiving
permission to enter. When E9 was asked 1o
leave and return |ater by E& (WCN), ES
responded in a foud and stem voice and inglated
ES stop R5's waund care and answer questions
relating to another resident,

During an Interview on 919117 at 10:21 AM with
£8 it was confimned fhvat E9 interrupted R5's
wound care to "ask me when | was coming fo
ses a resident on another unit.”

Durlng an kterview on 91917 at 10:68 AM wifh
E¢ it was confirned that she entered RE's room
withaut knocking and insisted E8 spaak with her
about another resident, E9 explained "l knotked
the first time and | heard E8 say to come back
iater, | came a second time because | needed
an answer.”

These findings were reviewed with E1(RDO), E2
(NHA) and E3 {DON) on 9/20117 at 2:45 PM
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durlng exit conference.
F272 483.20(b}1) COMPREHENSIVE o772 | A E18 was etucated on comect coding  {11/119/17
S8=D ASSEESMENTS for pressure ulcers. R218EMDS was

{b} Cornprehensive Assessmerts

(1) Resident Assessment Instrument. A facifity
muzt make a comprehensive assessment of a
residentil needs, strengths, goals, life history
and preferences, using the resident assessment
instrumant (RAI) specified by CMS. The
assessmment must ihelude at least the following.

(i identifcation and demographlc suctioning.

information C. Al Registered Nurse Assessment

't Customary routine. Goordinator (RNACs) will be in-serviced by
{iie) Cognltlve patterns. corporate RNAC on aceurate coding of

(v} Communicalion. pressure ulcers and tracheostormy

{v} WVigion. suctioning.

{wi} Moud and beheavior pattermns. D. Weslkly audit of all assessments of
fvi} Psychological well-bsing. residents with pressure uloers will be

{viii} Physleal functioning and sfructural audited untit 100% compllance x3 is
problems. achieved, followad by a monthly audit

{ix) Continence. through next quaiter. Report will be

{x) Disease diagnosis and healih submitted to QA monthly.

conditions, Waekly audit of ail assessments of

{xi} Dantal and nufritional status. residents with tracheostomy tube until

{xif) Skin Conditions. 100% campliance is achieved x 3, followed
(xiH} Activity pursuit by a monthly audit through the next

{iv) Medicatlons. quarter. Report will ba submitted to QA
(v}  Special treatments and procedures. commilftes monthly-

{xvi) Discharge planning.

(xvil)  Documentation of summary information

regarding the additional assessment performed
on the

care areas friggered by the completion
of the Minimum Data Set (MDS).
(xvll}  Documentation of participation In
assessment. The assessment process must
Inciude dlrect

maodified.

E19 was educated on the cotrect
cading for suctioning of trach, R2325)MDS
‘was modified.

B. All active restdents with pressure
ulcers wili be audited for accuracy of
cnding of pressure Licers.

All active residents with fracheostomy
will be audited for acouracy of coding for

i
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observation and communication with
the resident, as well as communication with
licenised and

non-icensed direct care staff
members on all shifts.

Ths aysesament process must include direct
observallon and communication with the
resident, as well as communication with icensed
and non-licensed direct care staif members on
all shifts.

| This REQUIREMENT js not met as evidenced
by:

Based on record review ard Interview it was
determined that the faciity falled to accurately

| agsess two (R218 and R232) out of 36 sampled
residents on their comprehensive assessment.
Findings fnelude:

. Review of R218's clinical record reveaaled:

6/8/17 - Wound assessment hote documented
R218 had a left heel DT1 and an unstageahie
pregsure injury of the Sth MTP.

. 613117 - Significant Change MDS assesstment
Incortectly assessed the resident as having 2
DTls and one unstageabls pressure ulcer

Durlng an Interview with E18 {(RNAC) on 9/20/t7
at 10:52 AM E18 confirmed the error,

% Review of R232's clinical record rsvealed:

6/8/17 - Annual MDS assessment docutnentad

the resicdent had a frach and was not suctionad.
Review of the 6TAR from the 14-day lock-back

poricd found the resident was suctioned.

i
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Continued From page & ' F272
9/2/17 - Quarterty MDS assessed R232 as ot
receiving trach care or suctioning. Review of the
eTAR found the resident received trach care and
was suctianed during the 14 day look-back
period.

During arn Interview with £18 (RNAC) on 8720117
around 12:45 PM the errors were confirmed.

These findings were reviewed with E1(RDO), B2
(NHA) and E3 (BON} on 9/20/17 at 2,45 PM
during exit conference,

A83.20(d):483.21(b)( 1) DEVELOP Fa7g
COMPREHENSIVE CARE PLANS

483,20

{d) Use. A facliity must maintsin all resident
assezsments completed within the previous 15
manths In the residentSactive record and use
the results of the assessments to develop.
revisw and revise the residertsicomprebensive
care plan.

A83.21
{b) Comprehensive Care Plans

(1) The faclity must deveiop and implement a
comprehensive person-centered care plan for
each resident, consistent with the resident rights
set forth at 483,10(c)(2) and 483.10{c}3), that
includes measurable objectives and timeframes
to meet 8 resident's medical, nursing, and
mendzal and psychosoclal needs that are
identified in the comprehensive assessment.
The comprehensive care plan must desaribe tha
following -

{i) The servicas that are to be furnished o attain
or malntain the resident's highest practicable

A R3IZEPASRR care plan was revised to
refiect the intervention far monthly
psychlatry review and supportive
counseling,

f2188care plan goal was revised to
include the goal for signs of improvement
ar healing.
B. Alf residents with Level | PASRR wil
be reviewed and care plan wilt be revised
to include specific recommendatichs.

Al active residents care plan for
pressure ulcers will be reviewed and
revisad to refiect goals for slgns and
symptoms of healing end improvement,

C. Social Services will be in-serviced by
Staff DeviDesignee regarding care
planning for residents with Level 1
FPASSR to Include spacific
recomimendations.

Licensed staff will be in-serviced by
Staff Dev./Designee on pressure ulcer care
planning goals.

D. Weekly audit of new residents with
Level 11 PASRR untll 100% comgpliance X

4 is achieved, followed by & monthiy audit

1151917
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physical, mental, and psychosocial well-belng as of any new Level 11 PASRR residents
required under 483.24, 483.25 or 483.40; and through the next quarter. Reparts will be

submitted 1 QA monthly.
(i} Any services that would otherwise be Weekly audit by Wound
required under 483,24, 483.25 or 483.40 but are - Nurse/Designee to ensure all new pressure
not provided due to the resldent’s exercise of ulcerslcare plans include goals for signs
rights under 483.10, Including the right to refuse and sympfoms of heallng and Improvement
treatment under 483,10(c){@). until & 100% compliance x 3 is achieved,

followed by a monthiy sudit through the
(i) Any speclallzed services or spedialized next quarter, Reports will be submitted to
rehabilitative services the nursing facllity wil QA committee monthly,
pravide as a result of PASARR

recommendations. If @ facility disagrees with the
findings of the PASARR, it must indicate its
rationale in the residentilmedical record.

{v}in consuttation with the resldent and the
resident representative (s)-

(A) The residentSigoals far admission and
desired outcomes,

(B) The residentsipreference and potential for
future discharge. Facliifies must document
whether the residentSdesire to return to the
community was assessed and any referrals to
local contack agencies andfor ofher appropriate
enfities, for this purpose.

{C) Discharge plans in tha comprahensive care
plan, as approptiate, in accordance with fhe
requirements sef forth tn paragraph (a) of this
section.

This REQUIREMENT is not met as evidenced
by: '

Based on interview, record review, and review of
other facllity documentation, It was determined
that the facility fafled to develop an

[ ——
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individualized comprehensive care plan based
on identified needs with measurable goals for
two (R32 and R218) out of 28 sampled
reslgents, Findings include:

1. Review of R32's dinlcal record reveated the
foliowing:

3431{17 - R32's PASRR Level |i (2}
Determination of Mental iness
Recommendation documented that R32
tequired special services. The recommended
servcles Inciuded that a psychiatrist was to
review R32's menta! heslth condition and assess
R32's mentat health needs on at least & monihly
basts and supportive counsellng was o be
provided by a lloensad mental health provider.

Review of R32's current PASRR cars plan
Intiated 7/5/17 with a goal that R32 will receive
indlvidiialized services and supports (also
known as specialized servoles as required 0
Indlvidual) to reach and malntain the highest
guality of Ilfe possible in accordance with the
level 1l determination x 90 days and will reslds in
the least restricted environment and have
access to transition services in accordancs with
the resident's goals and preferences. The
intervention for this care plan was cass
management. Neither the goa's nor the
Intervention addressed R32's specliic need foy
monthly psychiatry reviews and supportive
counseling.

During an inferview on 8/19/17 at 3:05 PM with
E10 (SW) itwas confirmed that E10 ( SW)
inliated the PASRR care plan for R32 and that
Individuaiized identified needs based on the

¢ tevel [l recommerndations were not addressed.
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9. Review of R218's clinical record revealed:
4410417 ~ Care plan problem for actual pressure
injury Included the geals fo show no slgns af
Infaction and that pain will be relieved to a
tolerable Yevel. Interventions ihcluded
adminisfer pain medieation and treatments;
monitor for signs of Irdection, offload pressure to
affected area. Care plan goals did net include
showing signs of improvement or heallhg.
6/23/17 - Wound Assessment note documented
the residert was on 8 special air mattress.
§/12/47 - Resldent observed to bs on an air
mattress.
The care pian did not include the alr maltress as
an intervention.
During an interview with E18 (UM} on OR20/1T &t
9:15 AM E {8 confirmed the missing interventior.
These findings were reviewed with EHRDO), E2
(NHA) and E3 (DON) on 9120117 ot 2:45 P
during exit conference.
E282 483 21{b)}{3}({l) SERVICES BY QUALIFIED Fzgz | A R2138wound documentation 111917
58=D PERSONS/PER CARE PLAN was amehded on 91917, NP consuftant
no longer worls for the Tacllity.
(0¥3} Comprehensiva Care Plans B. All active restdents with pressure
The services pravided or amanged by the Taclity, ulcers seen by confracted consuitant within
as outlined by the comprehensive care plan, the last week will be reviewsd for accuracy
must- by faciity wound nurseldesignee.
7 C. Contracted company will in-
{il) Be provided by quaitiled persons in servios consultant regarding accuracy of
sacordance with each rasident's written plan of documentation submitted to facility.
cara, D. weekly audit by facility wound
nurse/designes to ensure accuracy of I
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This REQLAREMENT is not met as evidencad
by

Based on recard review and interview it was
determined that the facility falled to accurately
asseas pressure ulters for one (R218) out of 36
sampled residents. Findings Inclade:

Reoview of R218's clinical record revealed:
318/47 - Resident fransferred from another
nursing home with a history of a lag blood ¢iot,
demeniia and ey contractures.

AIGI1T - Wound Assessment note from an
outside compahy documented two pressure

| Injury wounds oategorized as DTls: left heel and

left Bth MTP (arga on outside of foot Delow fittie
toe). R218 had no pulses In either foot The left
heet wound was a purple / maroon biaed blister
measuring 2 om X 3 cm. The 5th MTP wound
was purple measusing 1.1 e % 1.5 cm.
intsrventions currently in place included bilateral
hes! protectors and pressure reduction mattress.

May - September 2017 - Review of pressiire
ulcer agsessment docurmentation from the
outside company found no evidence In the
record that the resident's wounds were
assessed during the weelk of June 8, 2017, The
DT of the left heel was resolved by 6/23/17.
Two assessments of the Sth MTP |abeling the
wolnd as unstageable were not accurate since
the wound depth was visible with the wound bed
containing mostly granulation (healfhy) fissue:

- 823017 95% granulation, 1.6 x 1.5x 0.1

- 8/30/17; 100% granulation, 1.5x 1.5x 0.1

During the staff interview with E18 (UM) on
9/43/17 at 10:28 AM when asked, "Does the
regident cumrently have one of More pressure

wound staging unttt 100% compliance X 3
Is achieved, followed by a monthly audit

| through the next quarter. Reporis Wil be
submitted 1o QA committee manthly.
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F282 Continued From page 13 F2582
ulcers?", E18 responded "a DTE" (R218's
wolnd was actally a Stage 4 and not a OT).
During an interview with EB (WCN) on 9/18/17
atound 11:00 AM to discuss the missing June
assessment and inaccurate staging of the Sth
MTE on the August 23 and 30 assessments by
the outside company, £8 stated sfhe would
contact this company,
During an interview with E8 on 8/19/17 at 7203
AM E8 said the NP "changed the 8/30 note but
would not change the wesk before 23rd sirice
there was still slough.® [thers was onfy 5%
slough]. The wound care nurse provided & copy
of the missing June and amsnded B30T
wound assessments.
These findings were reviewad with E1(RDO), E2
(NHA) and E3 (DON) on 8/20/17 at 2:45 PM
during exit confersnes,
Buring an Interview with £3 on 8/20/17 around
2,35 PM, £3 confirmed that & wound could be
staged with 95% - 100 % granufation tissus.

F309 4B3.24, 483.25(1)(1} PROVIDE Fa09 | A R20Sabowe! movement record was 1119017

85=D CARE/SERVICES FOR HIGHEST WELL BEING reviewed In the last week with docurmented

: : bowel movement at least every 3 days.
483 24 Quality of iife
Quality of Iffe I8 a fundamental principle that B, Daily report for residents with no bowel
applies to all care and services provided fo movements for at least 3 days will bs run
faciity residents. Each resident must receive and facility BM protocdi Initiated as
and the facility must provide the negessary care needed.
and services 1o attaln or malntaln the highest
practicable physical, mental, and psychosoclaf C. Licensed staif will be in-serviced by
wel-belng, consistent with the residents! Staff Dev/Designes on compliance af
comprehensive agsessment and plan of cate. facllty BM protocol,
48325 Quaiity of care D, Daity audit on compllamce of faclity BM
protocel will be conducted untit 100%
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Fano Continued From page 14 F308

Quality of care I8 a fundamental principle that
appiles to all treatment and care provided o
facility residents. Based on the comprehensive
assessment of a resident, the facifity must
enstire that residents recaive treatment and care
in accordance with professional standards of
practice, the comprehensive person-centered
care ptan, and the resldentsicholces, including
but not limited to the following:

(k) Pain Management

The factlity must ensure thaf pain management
Is provided fo residents who require such
services, consistent with professional standards
of practice, the comprehensive person-centered
care plan, and the residentsigoals and
preferences.

(1) Dlafysis. The facllity must ensure that
residents who require dialysls receive such
services, consistent with professiohal standards
of practice, the comprehensive persor-centered
care plan, and the residents@oals and
prefsrences.

This REQUIRENMENT is not met as evidenced
by:

Based on record review and inferview it was
determined that the faciiity falled provide care in
accordance with the person centered care plan,
specifically to administer an ordered laxative
after thres days without a bowel movement for
one (R209) out of § sampled residents for
medication review, Findings ihclude:

Review of R209's clinical record revealed:
012015 - Priysicians' orders Incided several

medications (laxatives) ta manage the resident’s
constipation:

compliance x 7 days is achleved, followed
by & weekly audit x 4, then & monthly audit
through the next quarter. Reports vill be
submitted 1o QA committee monthly
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- MOM every 72 hours PRN, -

- Dulcolax 2 tablets oralty once daily PRN.
- Fleets enema once daily PRN.

8/23/45 - Care plan problem for risk for
constipation refated to decreased mobility
included the goal that R2Q9 wilf have a narmal
bowel movement [BM] at least every 3 days.

/7417 - Physicians' orders in¢luded a stool
softener to be glven twice a day.

/13117 - Physicians’ orders included Miralax to

i be given every ather evening for constipation,

Review of CNA documentation (May through
September 2017) of RZ09's bowel movements,
eMAR for PRN med|cations and nursing notes
found two instances when a PRN laxative was
not adminlstered after R209 went 3 days without
a B

- Ti5M7: R208 had a BM on July 1 (day shiff)
then no BM on July 2, 3, 4,5, 6and 7. APRN
iaxative should have baen glven on July 5. On
717117 MOM was given at 3:17 AM and Duleolax
tablets at 4:30 PM but helther were effective.
R209 requlired an enema (7/8/17 at 8:35 Ay in
order to have a bowel! movement as the resident
wernt 5 days without a BM.

- G)9M7: R209 had a BM on September 5 (day
shitt) then no BM on September 6, 7, 8 and 8. A
PRN laxative sholiid have been glven an
September 8. The eMAR reveated no laxative
was adminietered in September, however R200
did have a BM on the 10th.

: During an interview with E6 (UM} on ar20M7 at

9:35 AM EE confirmed the September finding
and later at 10:05 AM the July finding was
confirmed,
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(b) Skin Integrity -

{7) Pressure ulcers, Based on the
comprehensive assessment of a resldent, the
faciiity must ensure that-

(1) A resident receives care, consistent with
professional standards of practice, to prevent
pressure woers and does hot develop pressure
uleers uniess the individualEciinical condition
damenstrates that they were unavoidable; and

¢ (i) A resident with pressure ulcers receives

necassary treaiment and services, consistent
with professional standards of practice, (o
promota heallng, prevent infection and prevent
new uleers from developing.

This REQUIREMENT s not met as evidenced
by

Based on observatlon and Interview it was
determined that the faciity failed to provide
pressure uicer care in a manner that prevents
[nfection far one (R218) out of 36 sampled
residents. Findings include:

Ravlew of R218's clinical record revealed:

8/9/17 = Physician orders included wound care
treatment to 6th MTP: Cleanse with wound
deanser; Apply siver alginate dressing and
border foam fo wound daily and PRN,

Infection an 91817 after the waound care
observation for R218.

B. EBwill be obsetved by Staff Dev. fo
ehsure compliance with pressure ulcer

all residents with pressure ulcers.
C. Licensed staff will be in-serviced by

to prevent infeciion/proper drassing
change procedure.

D. Daily wound observation will be
conducted by Staff Dev/Designee o
ensure staff is complaint with propsr

days is achieved, foliowed by a waekly

quarter. Reports will be submitied to QA
commiitiee monthly.

cara in a manner that prevents infection to

Staff Dev./Designee oh pressure uicer care

wound dressing until 100% compliance x 7

audit x 4, then & manthly through the next
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Theee findings were reviewad with E1 (RDO),
E2 [NHA) end E3 (DON) on 820117 at 2:45 P
during exit conference.
F314 483,25(b) 1} TREATMENT/SVCS TO F5t4 | A. ES was educated by Staff Dev. of 111907
58=0 PREVENT/HEAL PRESSURE SORES pressure Licer care procedure 1o prevent
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F314 Continued ¥rom page 17 F314
/1817 (1135 AM) Wound Care Observation -

After removing R218's dressing from the left
foot, E8 (WCN) perfarmed hand hyglene and
donned clean gloves. The nurse reached into
histher pocket with the gloved left hand fo
retrieve a pen and placed it on the table. E8
thet used the now contaminated left hand to
pick up sliver aiginate dressing and placed it an
the foam with boarder dressing before applying
|t v R218's foot.

During an interview with E8 immediately after
! wound care, the left hand contaminaBon was
confimed.

These findings were reviewsd with E1 {RDO),
E2 (MHA) and E3 (DON} on 820/17 at 2,45 PM
during exit conference.

F322 483.25(gH{4)6) NG TREATMENT/SERVICES - | F322 | A E47 was educated on 924117 on gastric |11/19/17
55=D RESTORE EATING SKILLS feeding tubs placement verification prior to
medication administration and nutrition
{n) Assigted nutriton and hydration. formulla for R232.
(includes naso-gastric and gastrostomy tubes,
both pencutaneous endastople gestrostomy and B. Staff Dew/Designes wil observe E17
percutaneous endescopic jejunostomy, and and other gtaff on all unifs to ensure
enteral fiuids). Based oh & resident’s compliance with gastric feeding tube
comprehensive assessment, the facility must placement verification prior to medication
ensure that a resident- administration and nutrition formula for all
residents with gastric tube fesding.
(4] A resldent who has been able eat encugh

glone or with assistance i not fed by enteral C. Policy and Procedure for Gastric Tube

methods unless the residentSidlinical condition Placement verification and medication

demonstrates that enteral feeding was ciinically administration wiil be revised.

indicated and consented to by the resident; and Licensed stafi will be in-serviced on
revised policy and procedure on Gastric

(5) A resident who Is fed by enteral means tube placement verification prior {0

receives the appropriate ireatment and servicas mardication administration and nutrition

fo restors, if possible, orat eafing skills and to formula,

prevent complications of enteral feeding

including but not fimited 1o aspiration D. Daily staff observation ty Staff Dev.
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pneumonta, digrthes, vamiting, dehydration,
metabolic abnormalities, and nasal-pharyngeal
ulcars.

This REQUIREMENT I8 not met as evidenced
by

Based on observation, interview and review of
other fachity documentation It was delermined
that the facility faliect to verify gastric feeding
tube placement prior to the administration of
medications and nutrition formula for cne (R23Z)
out of 36 sampled residents, The facility also
falled to take measures to minimize the amount
of air sntered through the tube into the resident's
stomach. Findings thelude:

2009 - Ametlcan Society for Parenteral and
Enterat Nutrition Practice Recommendations
includedt: 1n adult patients, do nof rety on the
ausculatory method to differentiate between
gastric, respiratory and small bowe! placemart;
Assure the fesding tube is in proper position
before initiating feedings.

Facllity nursing palicy entitied Confirming

\ Placement of Feeding Tubes (Revised

December, 2011) iisted steps for conflrming
placement of a feeding tube:

- Observe for a change in external tbe length
marked at the time of inittal insertion x-ray.

- Ohserve for signs of resplratary distress (if

i appllcable).

- Use ausculfory method (Do not rely on this as
a slngular method) by injecting 10 mL air while
listening with a stethoscope around 3 inches
below the sternum {chest bone) for the
~whoosing" sound.

¢ . Chack pH of aspirate.

February, 2009 - Facility phartacy palicy

Faz2

{Designes on gasiric tube placemont
verification and medication administration
untlt @ 100% compliance x 7 days 8
achieved, followed by a weekly audil X 4,
then a manthly through the next quarter.
Reports will be submitled to QA commitiee
monthly.
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entitled Medication Administration
Administration of Medications by Enteral Route
(revised March 2014} included the following
actions 1o determine placement and minimize
amount of air entering the stomach:

- Listen fo resident’s abdomean below the
sternum with a stethoscope while Instilling 10
mi. air.

- Draw bagck an the syrings for gastric content -
Implies tube is patent and In the stomeich.

- Each medication should be administered
separately, followed by a small amount of water,
to prevent clogging.

< Adminlster medications by gravify using a
syringe.

- Tube ts crimped between each addltion,

December, 2011 - facllity nursing pollcy entitled
Checking Gastric Residust Policy (revised
2023017} Included to attach a 80 ml. syringe to
withdraw and measure stofmach contents, Hold
the feeding i greater than 1560 mL.

Review of R232's clinicaf record ravealed.

B/1B/17 - Physicians’ orders (heluded Osmoiite
1.5 (name of Teeding formula) by GT. 2
confainers (474 mL) three times a day and 1
container (237 mL) on night shift. Water flush
60 mL before and after bolus feeding.

B/2BM7T Diet Note - Osmolite 1.5 two cans thise
fimes a day and 1 can at midnight f help with
complaint of hunger, pravides 1658 caiories
meeting more than 100% needs, Resident
reports of wanting fo eat food. Extra can of
formula did not help. W consider decrease of
tube feeding if weight galn continues,

a/16/2017 (8:03 AM) - Observation of E17 (PN}
administering medication and a feeding, R232

UABORATORY DIRGCTORE DR PROVIDER/BUPPLIER REPRESENTATIVE'S SIGNATURE
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was seated aroung 80 degrees in bed. E17
Instified around around 15 mL of air and
listened for the “whoosing" sound with 8
stethoscope. Since the resident's trach was
making gurgling sounds which interfered with
haaring the "whoash® E17 suctioned the upper
airway then repeated the procedure of instilling
around 15 mL of air while fistening below the
sternim. The nurse had prepared seven
medications {1 lquid and & crushed tablets,
each mixed with water in a separate medicine
cup) for administration. The nurse poured
cantents of the first medicine cup inte the

syringe attached to the GT then added 515 mL |

of watar {o the medication cup and stitred with a
spoon fo remove residual crushed medication

| from the cup. Water (5-10 mL) was again added

to the medication cup then poured Into the
syringe to rinse the tube. The nurse repeated
the pracedure for each of the other six
medications. The nurse allowed the ligutd to flow
completely out of the syringe (permitiing air 1o
entar the tube) after each time a medication
andfor water was poured Into the syringe. After
all medications were Instilled E17 proceaded 10
admintster two containers of tube feeding
formuta, When R232 coughed, the purse
crimped (pthched) the feeding tubs to prevent
refiux of stomach contents into syringe and
overflaw the syringe. After the formula was
complete, E17 flushad the tube with 120 mi of
water Yo clear the fube,

During an interview with E2 (NHA) and E3
(DON) on B20/17 at 9:46 AM when asked about
the process for verifying G placement, E3%s
respongs was 10 [nject airand listen, Surveyor
axplained that policy stated listening should not
solely b used, E2 added "We don't have pH
strips. We are In the process of changing
policles.” E2 added that checking for gastrio
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Continued From page 21 )
contents te an additional method. Informed that
during observation the presence of gastic
contents or measuring any residual did not occur
with the observed feeding. Surveyor relaysd
about medication administration and how &l
ligulcis fiowed thru the tube permitting air into the
fube and that the tube was not pinched unti
R232 coughed.

These findings were reviewed with E1(RDO), E2
and E3 on 9/20117 at 2:45 PM during exit
conference.

483.45{c)(e) 1)-(2) DRUG REGIMEN IS FREE
FROM UNNECESSARY DRUGS

483 45(d) Unhecessary Orugs-General.

Each residemtEdrug regimen must be free from
unnecessary drugs. An unnecessary drug s
any drug whett Us&d—

{1) In excessive dose (including duplicate drug
therapy}, or

(2] For excessive duration; or

{3) Without adeguate monitor ﬁg; or

(4) Without adequate indlcations far [ts use; o
{5) in the presence of adverse consequences

which Indicate the dose should be reduced or

discontinued; ot

(6} Any combinations of the reasons stated i

i paragraphs {d){1) through (5} of this zechion.

483.45(8) Psychofropic Drugs.
Based on a comprehenslve assessment of a
resldent, the facility must ensura that—

Faz22

Faze | A

R245 licensed nurses wera
educsated on to ensure accurate
decumentation of behaviar when prn
Ativan is administered.

R107&Valproic acid level was obtained
on 8/20/17.

R2798AIMS was completed on 915/17.

B, Residents whe recelved prn anti-
andety medications will be reviewed fo
snsure appropriate documentation of
behavior when pm anti-anxlety meicatian
is adminlstered.

Residents receiving Valproic acid will be
audited 1o ensure laboratory result s
avsilable as ordered.

Al residents receiving antipsychotic
medications will be reviewed to ensure
AIMS tert wars complete.

c. Licensed stafi and CNAEwil bs
in-serviced by Staff Dev/Designee on
behavior monitoring/documentation when
resident is anxlous and pri anfi-anxiety
medication is given.

Licensed staff will be in-serviced to ensure
laboratory resuft for Valproic acld 18
available as ordered,

Licensed staff will be in-setviced by Staff

1119017
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o

(1) Resldents who have not used psychaotrapic
drigs are hat given these drugs uniess the
medication is necessary to treat a specific
condition as diagnosed and dacumented in the
clinical record;

{2) Resldents who use psychotropic drugs
receive gradual dose reductions, and behavioral
[mterventions, unless ciinically contralndlcated., In
an gffort to discontinue these drugs;

This REQUIREMENT is not mef as evidenced
oy:

Based an record review and interview It was
determined that for three (R107, R245, and
R278) out of § sampled residents reviewed for
unnecessary medications the facility falled to
ensure the pressnce of adequate indication
and/or monitoring of medications. R107 recetved
Depakote for nearly ane year without blood
monitoring for foxic levels. R245 recelved 17
doses of Atlvan without documented behaviars,
R279 failed fo have AIMS assessment initiated
for the use of an antipsychotic. Findings Inciude:

1. Review of R245's clinical recard revealed:

2M3/M7 - Returhed to facility from & 3 week stay
in a psychiatric hospital with muttiple diegnoses
Including dementia and recurrent major
depression with psychaosls.

Physicians’ orders Included PRN medications for
restigasness, aqitation, panic related o anxiety:

. - 3114417 Afivan 0.5 mg every 4 hours PRN »

discontinued H9/17.
-8/1/17: Adivan 0.5 mg every 24 hours PRN -
discontinued 97917,

Dev/Designee to ensure residents
recelving antipsychotic medlcations feave
AIMS test completed initially then Q 6
menihs.

D. Daily audit wiil bs conducted by
UM to ensure behavior is
monitoredidocumented when a prh antk
amxiety medication s administered untd
100% compliance x 7 days is achieved,
fallowed by a weekly audi X 4, then
monthly through the next quarter,

Reports will be stbmitted to QA monthly,
Weekly audits of residents with new orders
for Valproie acid will be conducted x4 ,
followad by & monihly audit through the
next quarter. Reports will be submitted to
QA committee monthly.

Weekly audlt of new admission/new orders
jor antl-psychotic medications to ensure
AIMS test was completed initially and
every (X 6 months untll & 100% compliance
x7days is achieved, followed by a monthiy
audit through the next guarter, Reports il
be submitted to QA commiftee monthly.
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Continued From page 23
- 9/9/17: Ativan 0.25 mg once a day FRN
restlesshass, agitation, panic rsiated to anxiefy.

Juns « September 2017 - Review of eMAR and
nursing notes discovered that R245 received 22
PRN doses of Atlvan for anxiety, two of which
were glven for restiessriass after a fall. The
ather 20 had no behavioral assessrments
warranting the medlcation

During an interview with E18 (UM) on 820717
around 8:50 AM fo review the |ack of behavioral
assessiment prior to the administration of PRN
Ativan in the nursing notes, E18 indlcated the
behaviors should be found In the behavior
monitoring sheets (CNAs monitored for physical
agaression and nurses for restiessness,
fidgeting and physical aggression). Review of
the behavlor manitering sheets found only three
Instances where behaviors were recorded durng
the shift the resident received the PRN
medication for anxiely. 17 doses were
administered without assessment of behaviors
warranting the PRN medication:

- Ativen 0.6mg: June 17 and 27; July 1, 2, 3,
10, 15, 20 and 21; August 7, 14 and 1B; and
September 7 and &

- Atlvan 0.25 mg. September @, 11 and 14,

2. Review of R107's ¢linleal record revealed:

10/6/16 - Readtnisslon after hospitallzation at &
peychiatre facility with multiple diagnoses.

10/5/16 - Physicians' arders included Depakote
twice a day for psychosis.

ATIT - Psychology consult recommended to
oabtain fhe blond level of the Dapakote (atso
kniown as valprolc acid) every & morths, R107's
medical doctor intizlec/dated the botiom of the

F328
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consult on 31817 acknowladging that the
information was reviewed,

4117117 - Review of lab results dlscovered the - |
resigdent’s every & month lab tests ware
performed. There was no evidenoe that the
vaiproic acid level was obtained with the other
blood tests,

8/617 - Psychology consult recommeridiad,
agaln, to obtain the valproic acid [evel every &
moriths.

6/6/17 - Physicians' orders included valproic acid
level.evary 8 months on the 178 of the month,
with the next due date being 101717,

Buring an interview with E8 (UM) on 8/18/17 at
9:25 AM E86 tndicated the blood test was not
avallable In the record, huf talked o physician
who ordered it every & months, starfing 9/20/17.

3. Palicy oh anfipsychotic medicafions last
revised 9/2014 - Residents recelvelng
psychoactive medications will be monitored for
medications effactiveness, atdverse reactions
and side effects, Upon admission for hew
resldents’ already receiving antipsychotics and
every 6 months thereafter, the facliity wik
administer an AIMS (Abnarmal involuntary
Movement Scale) test far the purpose of
monitoring for tardive dyskinesia, The results
will be recorded In the resident's medical record.

The following was reviewsd in R279's clinical
record:

B{18/17 - Admizsion to facility.

U EoRATORY DIRECTORS DR PRUDERSUPPLIER REFRESENTATIVE'S SIGNATURE

=MRR FAIQ_AEETIAL 00N Braulrain Varalnne Mhenlsia Eiasmé W= AN R4 Famlt 10 ORARTRA 15 parmkmatinn ahast Pane 96 of - %4



DEPARTMENT OF HEALTH AND HUMAN SERVICES meggﬂ}lfﬁfgﬁég
CENTERS FOR MEDICARE & MEDICAID SERVICES OME NO. 0936.0397
ST ATEMENT OF OEFRGIENGIES {41} PROVIDERISUPPLLIECLIA (%2) MULTIPLE CONSTRIGTIEN [X3) DATE SURVEY
AND FLAN OF COIRRECTION IDENTIFIGATION NUMBER: A BLLDING o COMPLETED
085037 S Wi 0972012017
NAKE OF PROVILER DR SUPPLIER STREET ADLIIESS, CITY, STATE, ZIP CODE
231 SOUTH WASHINGTON STREET
ATLANTIC SHORES REHABILITATION & HEALTH GENTER MILLSEORO, DE 19866
() 1D SUMMARY STATEMENT OF DEFICENCIES D PROVIDER'S PLAN OF CORREGTION (%5)
PIREFIX (EAGH DEFICIENCY MUST BE PREGEDED BY FULL PREFDX (EACH CORRECTIVE ACTION SHOULD 88 COMPLETE
TAG REGULATORY OR LSC [ENTIFYING INFORMATION) TAG CROBS-REFFIRENGED TG THE APPROPRIATE DATE
DEFICIENCY)
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8110/17 - Risperdal Tablet (Risperidone) 1 tablet
by mouth one time a day related to Alcohol
Dependence with Alcohol Induced Persisting
Cemehitia
1
8/20/47 - Care Plan for use of antipsychatic
medication with a goal that R279 would remaln
free of drug related complications including
mayement disorder, Intervertions inciuded:
monlatfrecorditeport to MD pr side effects and
adverse reactions of psychoactive medications:
unsteady gait, tardive dysklnesia, EFS.
Review of the clinlcal record found no evidence
that an AlMS was conducted on R270.
During an Interview with E14 (UM) on D8H156/17
at 1:57 P E14 confimed there was ot an
AIMS completad or on file for R279. E14 did
complete an AIMS for the record with a score of
Q.
These findings were reviewed with E1 (RDO),
E2 (NHA} and E3 (DON) on 9/20/17 at 2:46 PM
furing exit conference.
FA05 483.65(a)(1)(2) PROVIDE/OBTAIN £406 | A R32 was assessed by NP psychlatist | $1/18/17
55=h SPECIALIZED REHAR SERVICES on B21/17.
(a) Provision of setvices, If specialized B. Active residents with Level Il PASER
i rehabilitative services such as but ot limited to will be reviewed to ensura specific
physicat therapy, speechJanguage pathology, recotnmendations are carried ouf timely.
cocupational therapy, resplratory therapy, and
rehabliitative services for mental lliness and C. Sacial Services will be in-serviced by
intellectuat disability or $ervices of a leaser . Staft Dev/Desighee regarding Level I
intensity as set forth at 483.120(c), are requlred FASSR review to ensure speciilc
in the resident8 comprehensive plan of care, the recommendations are carmied out imely.
facliity must- ‘
D. Weekly sudit of all new admissions with
{1} Provide the required services, of Level fl PASSR will be conducted to
ansute campliance with specific
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F406 Continued From page 26 F406
{2} [ accordance with 483.70(¢), obtain the Interventions In place until 160%
required services from an outside resource that compliance is achleved x 3, followed by a
s & provider of specialized rehabilitative monthly thraugh the next quarter. Reports
services and s not excluded from participating in will be submitted ta QA committes monihly,

any federst or state health care programs
pursuant to section 1128 and 1156 of the Aot :

This REQUIREMENT [s not met as evidenced
Dy:

Basad on record review and interview, it was
determined that the facility falled to provide
specialized Levet | services as recommended
for one (R32) out 36 sampled residents.
Findings Include:

Review of R32's clinical record revealed the
following:

33117 - PASRR Level I Determination of
Mental lliness Recommendation documented
that R32 required speclal services. The
recommended servcies included that &
psychlatrist was fo review R32's mentaf health
sondifion and assess for mentat health needs
on, at least, a monthly basis and supportive
couneeling was to be provided by a licensed
mental heaith provider.

611217 - A progress note written by E186 (NP)
who was employed with the facility's contracted
psychological services provider dooumented
"attemptad to see the patient but he 1s 8t dialysis
| spoke ta the E6 (UM} who informed rme that

: pattent is falrly stable with mood but i attention
seeking and doss seek pain med often. Will
atternpt to {sic] early in AM prior to dialysis next
visit to facility.”

98/14/17 - A progress note written by E15
documented "attempted to see pafient, he is at
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dlalysls.”

puring an interview on 9/18/17 at 2:29 PM with
£6 it was confirmed that R32 has hot seen a
psychiatrist and that £15 was made aware of
R32's dialysis schedule.

During an interview on 9/19/17 at 3:06 PM with
E10 (8w} it was confinned that R32 had naot
received services from a psychiatrist and £10
reported that contact would be made to the
facllity’s contracted company for psychiatric
services for an appointment immediately that wit
atso accommodate R32's dielysis schedule.

According to the PASRR Level i Determination
of Mental Hiness, recommendations were for
RA2 to have speclal services that included a
psychiatrist Is to review R32's mental heaith
condition and assess hls mental health needs on
at least & monthly basis and supportive
counseling to be provided by a licensed mental
health provider, The recommendations did not
address the use of a NP In the place of the
psychiatrist. R32 had not recelved any visits
from & psychiatist,

These findings were reviewad with E1(RDO), E2
(NHA) and E3 (DON) on 9{20/17 at 2:45 PM
during exit confersnce.

483 80(a)(1X2){4)e}() INFECTION CONTROL,
PREVENT SPREAD, LINENS

{a) Infection prevention and cantral program.
The facifty must establish an infection
prevention and control program (PCF) that must
inciude, at & minimum, the following elements:

{1) A system for preventing, identifying,

F408

Fa41

A Et1 was educated reganding infection
control procedurelproper handwashing
sfter RS wound dressing change.
R176 is discharged from the facliity.
R295 |s dlscharged from the facility.

B, E11 will be observed during her next
visit to ensure compliance with infection
cortrolhandwashing procedure after
wound care.

TI1e7
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| PROVIDER'S PLAN OF CORRECTION
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. BEFICIENCY)
Fa41 Continued From page 28 Fd41

reporting, investigating, and controfling
infections and communicable diseases for alf
residents, staff, volunteers, visitore, and ather
indfviduals providing services tnder &
contractual arrangement based upon the facllity
assessment conducted according to 483.70(e)
and following accepted national standards
{facility assessment implernentation is Fhase 2);

(2) Written standards, poficies, and procedures
for the program, which must include, but are not
limited to:

(i} A system of surveifllance designed to identify
possible communicable diseases or infections
before they can spread 1o other persons in the
faciity;

(ii) When and to whom possible incidents of
communicable disaase ot [nfections shauld ba
reparted,

(iif} Standard and transmission-based
pracaufions to be foliowed to prevent spread of
infections;

(iv) When and how isolation should be used for
a resident; including but not iimited to:

{A} The fype and duration of the isalation,
depending upon the infectious agent or
arganism involved, and

(B) A requirement that the isolation should bs
tha Jeast restrlctive possible for the residant
pnder the circumstances.

{v) The circumstances under which the facllity
must prohibit smployees with a commurnicable
disease or infected skin lestons from direct
contact with residents or their food, Iif direct
contact will transmilt the diseass; and

4

Residents who were admitted In the
tast wask will be audited to ensure PPD

reading is within the 48-72 hourslime
frame.

¢, Al staff including contracted staff will
be In-setviced by Staff Dev./Designee on
proper handwashing.

Licensed staff will be in-serviced on
appropriate timeframe to read PPD results.

D. Daily staff observation will be
conducted to ensure proper handwashing
is practiced untll 100% cormpliance s
achieved x 7 days, followed by a weekly
audlt x 4, then manthly through next

. quarter, Reports will be submitied to QA
committeg monthly.

Dally audit wiill be conducted on new
admizsions fo ensure PPD is read within
the established timeframe untit 100%
compliance is achieved x7 days, followed
by & weeldy audit x 4, then monthly
through the hext guarter. Reports will be
: submitted to QA committee monthly. :
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F441 Continued From page 28 Fd41
tvi) Tha hand hygiene procedures to be followed
by staff invaived n directresident contact.

(4} A system for recording incidents identified
under the facilityglIPCP and the corrective
actions taken by the facility.

(e} Linens. Persannel must handie, store,
process, and transport linens so as to prevent
the spread of infectian.

(1) Annual review. The facility will conduct an
apnuat review of its IPCP and update thelr
prOgréim, s hecossary.

This REQUIREMENT is not met &3 evidenced
by.

Based on observatlon, review of facility
documents and interview it was determined that
the fanility failed o maintaln an effective
[hfection Prevention and Control Program for
three (R5, R126 and R295) ol of 36 sampled
rasidents. Handwashing was not conducted
propery during Rb's care, Step one PPD results
were read outside of the 24-72 hour window for
two (R126 and R298) out of 7 sampled
residents,

Fingihgs Include:

1. The facllify pollcy on Handwashing/Hand ;
hyglene last updated 4/2(112 directs staif fo "dry
hands thorolighly with paper towels and then
{urn off the faucets with a clean, dry paper towel.

During & dressing change observation on !

9/18/17 at 10:02 AM for RS, E11 (NP) was
gbserved washing her hands in the resident
hathwoom and then using her bare, wet hands to
turn off the faucet four times:10:04 AM, 10:07

[ ABORTOIRY DIREGTOR S OR PROVIDERISUPPLIER REPRESENTATIVES BIGNATURE
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AM, T0:08 AM and 10:70 AM,

During an interview on 8/18/17 af 10:26 AM with
E11 it was confirmed that proper handwashing
techniqus was not followed during RS's weund
cang. .

2 March 2017 MAR for R126 - PPD sfep ong
was administered on 3/28/17 at 8:25 PM and
was read on 3/30/17 at 3:38 FPM.,

3. July 2017 MAR for R285 - PPD step one was
administerad on 7/4¢17 at 442 AM and was read
on 7/5MH7 at 10,15 PM,

Ouring an ihterview on 9120117 at 2:45 PM, E3
{DON) explained that the MAR system belng
used records the time data is entered, therefore
a staff metmber can administer the test at one
time, then hours later document this on the
system, The time recorded was the time the
information was dacumented.

Thess findings were reviewsd with E1 (RDO),
E2 {(NHA) and E3 {DON] on 83/20/17 at 2:45 PW
during exlt cunference.
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DELAWARE HEALTH
AND SOCIAL SERVICES

Divislen of Long Term Carp
Rasldenis Fretection

3 Mill Road, Suite 308
Wilmington, Delawsars 19806

(302} 421-7400

STATE SURVEY REPCRT

Page 1 of 2

NAME OF FACILITY: Atlantlc Shores Rehab and Health CTR, DATE SURVEY COMPLETED: September 20, 2047

SECTION | STATEMENT OF DEFICIENCIES ADMINISTRATOR'S PLAN FOR COMPLETION
Specific Deflciencies CORRECTION DATE
OF DEFICIENCIES
The State Report Incorporates by
references and also cites the findings The filing of this pfan of
specified in the Federal Report. An correction does not constitute
unannounced annual survey was conductod at this | ANy aldmission as t? any of the
facitity from Scptember 12, 2017 through violations set forthinthe
Septomber 20, 2017. The deflolencies contained in | Statement of deficiencies. This
this eport are based on obsorvation, interviews, | Plan of correction is being filed
and review of residents' olinical records and other | 85 eyndence of the facllrty S
facility documentation as indicated, The facility CO!'!tfﬁL!Ed compliance \ﬁ.}th all
census the [itst day of the survey was one hundred app_l icable iaw. ThI? facility F.]as
sixty three (163). 'The stage 2 survey sample was atheved supstantsai compliance
Bkt p with all reguirements as of the
thirty six (36). completion date specified in the
3 ; plan of correction for the noted
3201 E:iu::gﬁ:::or skilled and Intermediate deficiency. Therefore, the facllity
requests that this plan of
correction serve as its
3201.1 Scape allegation of substantial
320112 | Nursing facifities shall be subject to all compliance with all
' applicable local, state and federal code requirements as of 11/18/17.
requirements. The provisions of 42 CFR
Ch. IV Part 483, Subpart B, requirements
for Long Term Cate Facilities, and any
amendments or modifications thereto, are
hereby adopted as the regulatory
requirements for skilled and intermediate '
care nursing facllities in Delawate,
Subpart B of Part 483 Is hereby referred
to, and made part of this Regulation, as if
fully set out hereln, All applicable code
requirements of the Sfate Fire Prevention
Commission are hereby adopted and
incorporated by referencs. Cross refer {o the plan of
correction CMS 2687 survey
This requirement is not met as completed on 9/20/17 for
gvidenced by: Cross Refer fo the CMS Federal Tags
2567-1, survey completed on September 20, F164,F272 F279,F282 F309,
2017: ¥164, T272, F279, F282, 309, F314, F314,F322F329 F408,F441
K322, 329, F406, and F441
|

>
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